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MDiscussion
Dr Andrew Chang (Ann Arbor, Mich). Dr Shen, I congratulate
you and your colleagues on a nice study.
When you talk about decreasing tidal volumes from 8 to 5 mL/
kg, was that also accounting for the change from double-lung to
single-lung ventilation as well? You showed that end-tidal CO2
increased when you had gone from double lung to single lung.
Did you notice any change in the peak inspiratory pressure when
you were on single-lung ventilation for the 2 different tidal
volumes?
Dr Shen. We changed the tidal volumes according to the
previous publications. Previously, it is 8. Now, it is 5 in the
single-lumen ventilation.
Dr Chang. For example, if there is a 70-kg patient, at 8 mL/kg,
you would have 560 mL for a double-lung ventilation. But when
you go to a single-lung ventilation and you go from 8 to 5 mL/
kg, does that merely account for a single-lung ventilation?
Dr Shen. Yeah.
Dr Chang. So, then, did you look at changes in peak inspiratory
pressure between double lung and single lung?
Dr Joyce. When you changed from 8 to 5 mL/kg, did
youmeasure or did you find a difference in the inspiratory pressure?
Dr Shen. Yes. Yes. We found an elevated carbon dioxide level
during the thoracoscopic esophagectomy.
Dr Chang. My next question pertained to the impact of
ventilation strategy on leak rates. Typically, if someone has a
pulmonary complication, we would expect them to have higher
leak rates. Did you observe that in your group of patients who
had more pulmonary complications? Did they have a higher leak
rate at the anastomosis?
Dr Joyce. Was there a difference in the anastomotic leak rate
between the groups?
Dr Shen. Can you repeat? I cannot catch it clear.
Dr Joyce. That’s your question, right?
Dr Chang. Yes, it is.
Dr Joyce.Was there any difference in the anastomotic leak rate
between the 2 groups?
Dr Shen.Oh, I see. You mentioned anastomotic leakage, which
was interesting, and was what we cared about. The differences in
anastomotic leakage were close between the 2 groups.The Journal of Thoracic and CarDr Chang. And one final question. Thank you. Why go back to
8 mL/kg when you go to the abdominal operation portion? If you
are going to do a controlled study looking at the effects of high or
standard ventilation versus low-volume ventilation, why not stay at
5 mL/kg throughout the operation?
Dr Shen. We think the double-lumen ventilation will provide
better results postoperatively than the single-lumen ventilation,
so we changed our ventilation strategy during the abdominal and
cervical stage.
Dr Chang. Okay. Thank you.
DrJonathanD’Cunha (Pittsburgh, Pa). It is a nice study, timely
in the face of all the MIE experience going on around the world.
I have 3 questions. The first one, and maybe I missed it in your
slide set, but did you look at the comparison between the groups in
terms of their preoperative comorbidities related to pulmonary
function? Did you measure pulmonary function tests, FEV1,
between the groups, DLCO, etc?
Dr Shen. Yes. In the patient demographics table, we have
shown that preoperative lung function was close between the PV
and CV groups.
Dr D’Cunha. You said you used CO2 intraoperatively. When
you used CO2 in the operating room between the groups, this is
a technical question, how much CO2 were you using when you
were in the OR and what pressures were you using, and was that
comparable between the groups? How did you measure that?
Dr Shen. The pressure is 8 mmHg in the cases that the etCO2 is
elevated; we will first add the frequency of ventilation. Almost
95% of these patients will have the etCO2 down when we add
the frequency of respiration.
Dr D’Cunha. Let me clarify, did you give CO2 into the chest as
an infusion to help with visualization, though?
Dr Shen. Yes.
Dr D’Cunha. No, okay.
Dr Shen. Yeah.
Dr D’Cunha. The last question is related to your postoperative
management in the diagnosis of pneumonia. Youmentioned nicely
the STS criteria you used for the diagnosis of pneumonia. Can you
briefly just tell us how you monitored these patients postopera-
tively? What was your protocol? Did you get chest X-rays every
day on patients, when did you swallow them, etc?
Dr Shen. Could you repeat it again?
Dr D’Cunha. So, in terms of after surgery when you took care
of the patients, what’s your protocol for monitoring the patients to
identify pneumonia? Because if you never look for it, you will not
find it. So did you get chest X-ray films every day? Did you just get
them as clinically indicated? When do you get your esophagrams
postoperatively to identify anastomotic leaks, which may lead to
pulmonary complications, etc?
So, what was your protocol or clinical pathway after surgery?
Dr Shen. We did a CXR every day postoperatively to find the
possible pulmonary complications after our MIE. In the cases
where the patient’s temperature was higher than 35%, we will do
a white blood count to find the evidence of potential pneumonia.
Dr D’Cunha. Was there any difference in antibiotic use
between the groups that could account for a difference in
identifying pneumonia after surgery? Did you look at that?
Dr Shen. Actually, we will change our antibiotics if there is
evidence of pneumonia.diovascular Surgery c Volume 146, Number 5 1273
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MDr D’Cunha. Okay. I will stop there. Thank you.
Dr Shen. Thank you.
DrWentao Fang (Shanghai, China). I have 2 questions for you.
First, you mentioned in your study design that you excluded
patients with COPD [chronic obstructive pulmonary disease].
To my knowledge, smoking is one of the major causes to the etiol-
ogy of squamous cell carcinoma in China, and smoking is also one
of the main causes for COPD. How could you achieve that?
Dr Shen.Nice comments. A part of the patients who are COPD
at our institution received MIE, but I think in the preoperative,
COPD may have some effect on our results, so we just excluded it.
Dr Fang.Okay. So, the second one is, I wonder if there was any
patient in your study group who could not tolerate the 5-mL tidal1274 The Journal of Thoracic and Cardiovascular Survolume during the operation. I mean, those who could not have
stable oxygen saturation during the operation?
Dr Shen. First, I think both the PV group and the CV group
were stable during their thoracoscopic esophagectomy.
And, the main problem in the PV group was that some patients
were experiencing an elevated etCO2. And, it is temporary, and I
think it is permissive because we just add the frequency of
respiratory and it can be overcome in that case.
Dr Fang. I have one comment for you. Actually, instead of
lowering the tidal volume, you may switch the pattern of
ventilation to pressure control rather than volume control. That
would help in COPD patients. Thank you.
Dr Shen. Yes. I think we can try it later. Thank you.gery c November 2013
